"The Intranasal Drainage of the Frontal Sinus and Anterior EthmoId Cells.·
DISCUSSION.
Dr. George E. Shambaugh complimented Dr. McGinnis on his dis.cussion of an interesting subject. Dr. Shambaugh has for many years advocated the intranasal route as the operation of choke for both acute and cbronic cases of frontal sinus disease requiring operation. .As a matter of fact, an operation of any sort is rarely necessary in the treatment of acute cases. In those case.!! where it is apparent that the patient has had recurring acute attacks, it is best to secure better ventilation of the sinus by an operation between such attacks. Occasionally, however, in acute c/tses no spontaneous drainage can be induced. In such cases the severe' pain may make it necessary to operate during the attacks. This, however, is quite unusual. The operation here consists of the resection of the anterior end of the concha media and sometimes, in addition, the exenteration of the anterior ethmoid. cells.
In chronIc cases the situation is somewhat different. Here an exenteration of at least the anterior ethmoid cells is always required. First, because these cells are usually also involved in the inflammatory. process, and second, because the establishing of the necessary ample ventilation of the frontal sinus requires this work on the ethmoid. ' In cases. where the concha media stands out from the lateral wall sufficiently to permit, it has been his practice to operate on the ethmoid and the frontal sinus without disturbing the turbinated body. This prevents the possibility of injuring the cribriform plate. After the work on the ethmoid and "the frontal sinus has been completE)(! one . can then decide whether to resect the turbinated body. In many cases the middle turbinated body will be found. wedged so t\ghtly between the upper and the outer nasal wall that any work on either the ethmoid or the fl'ontal sinus necessitates the primary resection. of this body.
. -The method of entering the frontal sinus by working frQmbehind forward and upward through the anterior ethmoid cells is, he believed, very much safer than. the more direct route going more nearly perpendicularly upwar(Lin front of~he concha media, as ·See page-6'31, adVocated by Dr. Mc"Ginnis. The danger of forcing a passage into the brain. fossa is greater when making the opening straight ,up· ward. In the chronic cases he has employed a rasp in securing a larger opening into the sinus. The operation is done under a local anesthesia and in a hospital. No packing is employed unless the ,bleeding should make one necessary.
Dr. Elmer L. Yenkon said that he had the satisf3Jction of seeing one of Dr. McGinnis' case!;!. He thought the work the Doctor had presented was important, and that we should be careful not to lose sight of the main point, namely, if he understood correctly, the effort to operate upon the frontal sinus and ethmoid cells for infection and yet leave them essentially unmutilated. If that was a practical thing to do, if it was possible to accomplish this, it was of great importance. Another thing which Dr. McGinnis had .in mind, 'which was also of importance, was the thought that if one could finally do away with acute infection in this region there was no necessity of thinking of operating upon a chronic condi-Hon. The basis of this effort in the future in this field should' be largely in the prevention of chronicity. Dr. McGinnis offered the proposition that by nondesfructive operative efforts chronicity following acute frontal sinus infection sQould' be avoided, if not always"at least usually. He thought that no one could take exception to this simple procedure in acute cases. He did not say it should always be done in acute cases, but it was a simple procedure which was not destructive and could be held in reserve and resorted to if simpler measures failed. Whether Dr McGinnis was too optimistic in regard to chronic infections he did not know, but was inclined to think he was. This operation called for the development of a smaller type of instrument, since the present instrumentswere not sufficiently small to handle this relatively delicate region accurately enough. -These should be developed 'by Dr. Mc-Ginnis and others working along this Hne.
With respect to the frontal sinus, the occlusion is not due altogether to the frontonasal duct, but also to occlusion in the infundibulum below. the duct. He recently had the experience of caring for a congenitally occluded naris in a girl of nineteen. She had never breathed through one side of the nose. In studying this case he learned that day after day mucus accumulated in the nose and there was no way to get it out. There was no force from behind, no "blow" to the nose, and the patient could only keep wiping the serum away as it slowly oozed out. He could see it collecting in the nose and sticking there; he tried to wipe it away but could not get the naris clean because the secretion was so sticky. The only way he could get it clean was. by exhaustion. .In the drainage' of the frontal sinus a sticky pustular secretioII' comes down into the region below the frontonasal dUCt, collecting in the swollen infundibulum and damming up the exit below the duct. The stickiness of the secretion without anything from above to force it out made such cases difficult to drain .by gravity alone. Under these conditionl!l, unles$ the drainage happened to be exceedingly free, it was impossible to take care of the condition effectively, except through some such procedure as this operation, and through exhaustion. In his OpInIOn, exhaustion was exceedingly important in the care of the nasal accessory sinus infections.
Dr. Charles Long was averse to operating on these conditions in the acute stage. In fiis experience most of them got well and before he did any operating he always had a radiograpll made, and if he did not find infected cells or cells containing pus, in other words, no pathology, of course no operative procedure would be indicated. On the other hand, if the X-ray findings exhibited~n fection and the process seemed acute, mild treatment would be indicated, using simple warm alkalin douches and sprays, etc., allowing nature, if possible, to clear up. the process. In case of great pain that could not be controlled 'by medicine, some simple operation would be advised, such as irrigating an antrum or the infraction of a middle turbinate bone to improve the drainage. Tlle traumatism of operations on the nose in these acute inflammatory processes is no different than in the abdominal cavity; it is a dangerous proposition. A t-reatment of watchful waiting, in a large percentage of cases, means recovery without any operation. On the other hand, if we have not succeeded we have at our hand the operation, and I think the doctor's technic is very appropriate and can be successsfully applied.
Dr. George E. Shambaugh thought that ihequestion which had come up in the discussion as to the indications for any operations in acute cases was a very important one. It was his belief that an operation of any sQrt was rarely indicated during an acute sinus infection. The only indication which he recognized which justifled such a procedure was where the persistence of severe pain and the failure to secure any drainage into the nose made it necessary to resort to surgical measures. The method to be pursued consisted, first, of the resection of the anterior and of the middle turbinate body. This would sullfice for most of the cases. If relief was not obtained-that is, if the drainage from the frontal sinus was not established, an effort should then be made, 'bY breaking down the anterior ethmoid cells, to enter the frontal sinus along the natural route. Where he has not been able to force an opening through the nose, an external operation may be required.
Dr. Edwin McGinnis stated that the idea in leaving the middle turbinate was 'because it formed a bulwark between the' anterior ethmoid cells, the antrum and the posterior group, to keep the infection forward, and also preserved the normal contour of the nose.
• In operating, the biting is all done by sight. One could look up and' see what he was doing and keep biting until the passageway was opened; in two or three cases he could see right up into the sinus.
He had a good deal of experience in treating acute frontal sinusitis with Dr. Ingals with the operation he devised. The cases treated medically had frightfUl pain for two or three weeks, and if they could be mad~well within twenty-four hours, why not do it? He knew of no better way of avoiding the chronicity that Dr. Kenyon mentioned.
Dr. Norval H. Pierce said that there was a danger in operating on acute cases. He had known of seven cases, not in his own, ex-730 CHICAGO LARYNGOLOGICAL AND OtOLOGICAl, SOCI~tY. perience, but among his colleagues, where death had ensued from operation on the. middle turbinate body in acute infections of the anterior ethmoid cells. He, therefore, felt thllit only in those acute cases of intractable pain lasting for more than four days, where the drainage was obviously insufficient, should the danger ,be aSf1umed of opening up the region, and then the operation should be thorough. In the subacute cases this danger seemed less. In cases where there had been previous attacks with interVals between of apparent normality, the danger was not so great; these intervals might last for weeks or~onths, but where there was a history of previous attacks, so far as he knew, death had not ensued. The cases he referred to invariably were those where the attack was a primary one and where the operation had taken place within the firl;lt week. Further, the danger seemed to diminish if some time elapsed between the onset of ,symptoms and the operation. The danger was decreased markedly if the operation took place a week or more after the onset.
Dr. Norval H. Pierce discussed the subject of "Laryngofissure for Carcinoma, with Demonstration of Specimen."· DISCUS'SION.
Dr. Joseph Beok was delighted to discuss the excellent' presentation of Dr. Pierce and cited a case of carcinpma of the larynx which he had operated a week or ten days ago, as he thought some of the points in connection with it would be of interest to Dr. Pierce,as he presented the question the Doctor wished to have discussed. A man of fifty was brought to him by Dr. Holding of Madison, for removal of a carcinoma of the larynx which~s about the size of the specimen exhibited by Dr. Pierce. A smal,l, unilateral tumor, about one-fourth or perhaps one-half inch in length was situated on the left side of the cord with the greater portion going into the ventricle of the larynx. Motion of the larynx and respiration were not interfered with. The man was well nourished and apparently healthy. Dr. Holding had ,been in the Memorial Hospital in :r-few York for five years, where radium treatment is used, and requested that radium be used in this case. They considered it an excellent case for operation, so compromised by doing both. Dr. Holding presented him with a reprint from Drs. White and Phipp of New York, who had been experimenting on an1.mals as well as on man, in which they reported definite results from the use of radium preoperatively, following the lethal dose of radium for carcinoma. The lethal dose was figured out in hours, and in this case 150 mg. were applied for twelve hours over the greater portion of the larynx. This was done after examination by direct suspension laryngoscopy, a good sized piece of the tumor being removed and immediately submitted to freezing examination as well as cellodin examination. This required two days. "Following this the application of radium was made for twelve hours by a radium expert, according to the technic outlinedb:v the New York gentle-.See p'age 595: SOCIl':TY PROCl':EDINGS. 731 men. The following day the patient was operated on under local. anesthesia. An incision was made through the suprahyoid region down to the sternal notch. The tissues were dissected down to the larynx, where they encountered a high median thyroid. This could not be dissected outward but had to be incised, after making it a bloodless operation. A median incision was made and a tUbe pl8lCed in, because they intended to follow tlie operation by subsequent radium treatment. There was no particular diN:lcultyabout the operation, except that the cartilage was almost osseous, but by means of Jackson's scissors they were able to spl:lt th(:l larynx; without lateral incision of the thyroid membrane they exposed the growth completely and excisd with the knife. The cavity Wail then packed with a strip of gauze, for what reason he did not know, except that he felt that it was welt to keep the larynx in the position it was for subsequent radium ,treatment. The larynx was allowed to approximate somewhat, although not uniting. Just before the operation was finished the patient had a free emesis, an admost projectile vomiting of the noon meal. He had received onefourth grain of morphin about half an hour before the operation. He returned to his bed feeling quite well; he complained of no pain during the operation, the pulse was fairly regular, and they thought the operation was a success. During the night he had considerable difficulty with .secretion; the gauze was causing irritation and the interne removed the packing, which relieved him; There was considerable secretion in the tracheal tube and in the bronchi, and the interne thought it was necessary to remove this irritation by inserting a sterile catheter under sterile conditions.
The following day the patient had a fairly good pulse, but Dr. Beck was not satisfied; he felt that the man was getting more air than he could consume and appeared to be somewhat in shock. In the afternoon the symptoms of shock were so definite. and unexplainable that he called in an expert internist to examine the heart and lung. The internist felt that the heart was badly involved and ordered proper medication, but the patient succumbed on the following day.
The speaker did not agree with Dr. Pierce· in not resorting to preliminary microscopic examination. He knew quite weH how a carcinoma looked, but a definite histologic eXllimination was of some benefit, and by means of the suspension !laryngoscopy he bel:leved it was of some advantage.
In regard to the various operations. for the cure of carcinoma, such as laryngofissure, hemilaryngectomy, removal of the carcinoma by the indirect method, he thought the best results were obtained from a laryngofissure, using no tube and sewing up the larynx. He had not had many cases, but had had several fatal cases of inoperable, carcinoma. He had excised the larynx and part of the esophagus and the glands of the neck, ,but they all succumbed. The~same thing had happened in laryngectomy, even in many cases which he .considered excellent, there had been numerous recurrences in most of the cases. Two cases had lived for several years following hemilaryngectomy, but he believed they would have been just as well off with the present technic of laryngofisilure. 73:;; CHICAGO LARYNGOLOGICAL AND OTOLOGICAl, SOCIETY.
As to the question of radium and X-rays, he thought the previous radiation which was so thoroughly believed in by the men in the East was a question in reference to what Fenger called attention to many years ago, of the production of the higher toxic substances or toxin. These substances develop from decomposition, and he wondered whether the case he cited had not succumbed to Bome such thing producing the cardiac complication.
Dr. J. Holinger considered the presentation of Dr. Pierce very apropos. Last fall he had an opportunity of performing a laryngofissure on a patient after a diagnosis of carcinoma of the vocal cords was made from the local findings and from microscopic examination of a piece of the tumor. General anesthesia was impossible, because the patient h~d considerable albumin in his urine and his heart was not in good condition. On the other hand, he was a very common-sense, docile patient, and it was decided to work under local anesthesia. The patient stood the operation well; one-sixth of morphin being given shortly before lltarting. As soon as the laryD,X was opened the whole interior was thorQughyy cocainizde and the tumor excised in both directions and from the commissure. The main portion of the tumor was in the median line. With the cocain, adrenalin was used so the bleeding was moderate; no ligatures were necessary. As soon as the growth was removed the larynx was closed by sutures, through the cartilage, and a second row of sutures through the skin. Five days after operation the patient went home and returned two weeks later, when the only abnormality was a small granulating fissure in the middle of the hardly visible scar. He removed the granulation and the patient did well until Christmas, when he had difficulty in breathing. It was found that from the anterior commissure had formed a diaphragm scar to almost the middle of the lumen. This might have been expected, since both to the right and-[eft of the median line tumor mas,ses had to be dissected. Cauterizing by means of trichloracetic acid was tried. This gave relief for a few weeks. The patient returned and a larger part was cut out with a double curette. Dr. Boot had tried to do this under direct laryngoscopy, but was unsuccessful, and Dr. Holinger had to resort to the indirect method. The patient did well, and five months after the operation had gained fourteen pounds. He is a farmer, works out of doors, and has to go a little bit slow, owing to shortness of breath. His chief complaint is that he cannot talk well and cannot smoke.
Dr. Otto J. Stein thought the interesting feature of any operation on the larynx was in those cases that had been operated sufficiently long to judge of the ultimate results. He recalled two cases which he had presented before the society six or seven years ago; one was a man of fifty-four or five and the other was fifty-one. .They had both been operated under local anesthesia, and both had been done by injecting the superior laryngeal nerves for anesthesia, preceded by scopalamin and morphin, one-one hundred sixtieth grlUrr, and one-sixth grain each. Infiltration of the soft parts for primary incision down to the thyroid cartilage; the immediate introduction of the tracheotomy tube, and the laryngofissure were performed. There was no particular discomfort and very little bleeding. The cricoid cartilage was preserved in both these cases, although he had cut it in previous cases. The man, aged fifty-one, was accustomed to a good deal of public speaking and had a growth which occupied the anterior half of the right vocal cord, which projected underneath the cord, passed over the commissure to the other side and involved the other cord just at the commissure. In other words, cutting the thyroid cartilage in the median line would cut right through a mass about the size of the end of a finger. This tissue was immediately dissected free and excised with a knife and scissors. Then a considerable portion of the soft tissues above and' below were elevated in order to secure a sufficient flap to cover the defect. This he closed in very nicely with catgut. The wound externally was close.d primarily, the cartilage not sutured but held in position by the layer 'suture of muscle, fascia and skin. In previous work he had attempted to sew the cricoid cartilage and found it very difficult, as the sutures pulled through the cartilage or he had to bore through in case of osseous tissue. No packing was used; the tracheotomy tube was left in until the following day and then removed. Both cases were presented two weeks after operation and both were living at present. One of the patients whose case he cited was mayor of his town, had gone through a second campaign and <lid a good deal of talking. Both cases were of considerable inter.est because they were both operated under local anesthesia and both did well.
Regardingpreliminary diagnosis by removal of tissue for confirmation of the diaguosis, he always did this, probably because of the training he had received. It was very difficult to convince a patient and his relatives of the necessity of what they considered a serious operation without something more confirmatory of the diagnosis than the macroscopic, and he thought best to follow the procedure of preliminary endoscopic removal of tissue· to satisfy them. He had never had any difficulty in getting the patients to submit to the operation as outlined after this confirmation. The preliminary removal of tissue had always been done by the indirect method until recently, when he had heen using the suspension laryngoscopy, which he thought was far superior to the indirect method.
He had always felt very strongly that laryngofissure was the method for removal of fairly well localized tumors of this character within the larynx, provided they were not complicated by any glandular involvement.
. He had never used packing, and thought the local anesthesia had many advantages over the general. He would hesitate to use general anesthesia for this kind of surgery, for it could be done so easily 'and satisfactorily, with all the advantage of having the patient ilwake and expelling the secretion that might get into the lungs. .
Replying to a question from Dr. Pierce, he stated that he dissectedthe mucous membrane free above and below and in every direction possible, thus mobilizing the flaps SUffiCiently to bring them together and cover the defect, where they were sutured with catgut. In a large defect this could not ,be done, but in his two cases it worked very weH. . 734 CHICAGO LARYNGOLOGICAL AND OTOLOGICAI: SOCIETY.
Dr. Harry L. Pollock thought some of the questions had been answered by the essayist himself. In the cases of small, localized carcinoma he was sure the tracheotomy was not necessary, because he knew how much work could be done within the larynx without any resulting trouble. They had tried it in the cases they had, and one case which Dr. Beck did not mention, a case of this kind with a small carcinoma on one cord which they saw about nine years ago and in which they did a laryngofissure and sewed it up immediately without any tracheotomy tube.. In that case there was no difficulty except some slight trouble in swallowing for two days, after which the patient swallowed food. The man was an insurance agent and with the exception of slight hoarseness was as good as ever. In the cases with difficulty. in breathing, if they were cyanotic, it was necessary to do a preliminary tracheotomy before even a microscopic examination could be made, and in these cases they did not attempt a laryngofissure, except in some cases in which they used the cautery and left the laryngofissure open. In the small localized growths of one cord he felt that they could be removed very nicely by laryngofissure without preliminary tracheotomy. Very little packing was necessary, ,because they got along very much better if sewed up at once. It,had never, in his experience, been necessary ot do a tracheotomy afterward, as there was no trouble in breathing.
. In a case which was diagnosed as carcinoma in a man of sixty, he did a direct laryngoscopy and removed a portion of the growth expecting to get carcinoma, but found nothing but connective tissue and round cell infiltration. -He thought he had not gone deep enough in the larynx, so suspended the patient again and went in deeper, but found no sign of malignancy, but did a laryngofissure and removed the growth anyway. He did a preliminary Wassermann test, for the man had been hoarse for several months. He made a fiap and got down to the thyroid cartilage and saw a tumor about the size of a hazelnut projecting. He was going to dissect it out, and just as he cut into the membrane a fiow of pus began; so he' di,ssected this growth out and put in a drain. Examination showed this tissue to be of the same nonmalignant character. The man had a ceHulitis, but made a good recovery and his voice is in good condition and his larynx is absolutely normal. He thought this condition was a perichondritis followed by an abscess.
He thought the experience of most men had been that in the small localized carcinomata it was well not to do a preliminary tracheotomy, not to use packing, -and to sew up immediately. He had not seen any pronounced benefit from radium therapy. Even when the cautery was used it was possible to sew up the wound, as there was so little edema following the operation.
Dr. Pierce (closing) said that the cases of carcinoma of the commissure were of special importancbut, as was well known, they were likely to result in webs and scars. Dr. Stein had been very fortunate to be able to make flaps from the anterior portion of the mucosa to cover the defects. It was possible to get material from the posterior mucosa to cover up the defects, -but it was rather more difficult to stretch the mucosa of the anterior portion of the larynx. However, even this danger shOUld not preclUde the perform-SOCIETY PROCEEDINGS. 735 ance of the laryngofissure, because the· web or scar was very much more readily dealt with and the patient was in much better con· dition than if total extirpation was performed.
He realized that his view regarding the preliminary microscopic examination for confirmation of the mirror diagnosis was rather iconoclastic. However, Dr. Pollock substantiated his view. In the case he cited where he was not sure of the diagnosis, where the diagnosis was against carcinoma, yet he did the laryngofissure. The point was that one could not depend upon indirect laryngoscopy for removal of tissue for microscopic examination. He thought practically all Iaryngologists believed this. In his opinion, there was no doubt that direct laryngoscopy was one of the best methods of doing this. But with a tumor in the larynx, with syphilis excluded, with tuberculosis excluded, the probabilities are that it is carcinoma of the larynx, so why not make the diagnosis at the time of operation without subjecting the patient to all the other more or less demoralizing and depressing experiences? He reserved the right to modify his views at any time, and thanked the members for their attention and for answering his questions so thoroughly.
